


INITIAL EVALUATION
RE: Gillian White
DOB: 07/23/1937
DOS: 06/06/2024
HarborChase MC

CC: New admit.

HPI: An 86-year-old female seen in bed. When I first went to see her, the hospice nurse was with her changing her and assisting in personal care and then I came in afterwards while the nurse was still there. The patient was lying in bed. The nurse tells me that after changing her, she noted around the coccyx early reopening of a previously healed sore. The patient was lying in her bed comfortably. She has a hospital bed with a small side rail. While the nurse and I talked about some things related to the patient’s care, she would repeatedly say what is going on and where am I and what am I doing here I explained to her that she was here to get stronger and that this is where her daughter thought she would do best and so we are going to take care of her and then she would repeat the same things. Staff reports that at meals she requires some setup, but then we will feed herself though slowly. The patient was unable to give information. I was able to do a brief exam and later met with her daughter/POA Kerry McCaig and the patient’s nephew Mickey White.

PAST MEDICAL HISTORY: Late onset Alzheimer’s disease, atrial fibrillation, orthostatic hypotension, bilateral lower extremity edema resolved and DM-II.

PAST SURGICAL HISTORY: Bilateral knee replacements.

MEDICATIONS: Eliquis 5 mg q.12h., Lipitor 20 mg q.d., Aricept 10 mg h.s., metformin ER 500 mg b.i.d., Lasix 40 mg q.a.m., midodrine 5 mg t.i.d. hold if systolic BP greater than 130, Toprol 25 mg b.i.d. hold if SBP less than 110, BuSpar 10 mg q.12h., hydroxyzine 25 mg q.6h. p.r.n., and KCl decreased to 10 mEq q.d.

ALLERGIES: NICKEL, PCN, and ADHESIVE TAPE.

SOCIAL HISTORY: The patient lived in Enid Oklahoma most of her adult life. She was married. She had a daughter Kerry her only child and later was widowed.
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The patient lived alone in her own home for several years then was placed in independent living in Enid as family saw that she was not eating, not taking medication as prescribed, and would leave her house driving and get lost. On 04/17/24, family member went to see the patient, found her sitting alone in her home, the room was dark, television was off, and she was just staring straight ahead and did not really respond or look at anyone when she was being spoken to. Mickey took her to INTEGRIS Bass ER and she was admitted to the hospital with the diagnoses of UTI, pneumonia, dehydration and pulmonary blood clots. She was therefore hospitalized for one week and from there went to Baptist Village SNF in Enid. While at Baptist Village, she slowly started to get stronger. Her p.o. intake began to improve and confusion began to clear. She was able to feed herself and she had lost that ability and she became more verbal and interactive. Memory deficits were clear to the family, but behaviorally she was not difficult.

FAMILY HISTORY: The patient’s father died in World War II, so no medical history there and mother died of breast cancer.

DIET: Regular.

PHYSICAL EXAMINATION:

GENERAL: Elderly female who was quite verbal and awake, lying in bed after personal care.

HEENT: Her hair is groomed. Sclerae are clear. Glasses in place. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.
RESPIRATORY: Lung fields are clear with decreased bibasilar breath sounds. No cough. Symmetric excursion.

CARDIAC: She has in a regular rhythm at a regular rate. No murmur, rub, or gallop noted. PMI nondisplaced. Normal effort and rate.

ABDOMEN: Soft. Bowel sounds present. No distention or tenderness.

MUSCULOSKELETAL: She was able to reposition herself in bed. She had no lower extremity edema. I did not observe weightbearing or propelling of wheelchair.

NEURO: CN II through XII grossly intact. She makes eye contact. She makes her needs known. She expresses her confusion and wants answers, but she is redirectable after a little bit. There is no significant bruising or skin tears etc. on forearms.

SKIN: Exam of her bottom left side of the coccyx, there is some crusting that is thick and small area that not opened, but loose. No tenderness to palpation. The remainder of her bottom and peri-area looked cleaned.
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ASSESSMENT & PLAN:
1. Late onset Alzheimer’s disease with recent staging due to sepsis with prolonged hospitalization and skilled care. Per family, she starting to regain some abilities such as feeding herself though it is slow and requires some assist initially and cooperative with personal care, but cognitively remains unchanged.

2. Medication review. There were medications that daughter was not aware of or understanding why she was on some of the doses that she was on. So, I am decreasing Lasix to 40 mg q.a.m. and decreasing KCl to 10 mEq q.d.

3. Hypertension. We will check BP b.i.d. with parameters of when to hold medication versus when to give medication.

4. General care. CMP, CBC, and TSH ordered. A1c ordered. I have also spoken with the nurse from Trinity Hospice regarding their role in the patient care and they were really pleasant and cooperative today.

5. Skincare issues. Hospice nurse will address that with ABO to begin with and then a barrier protectant and I will follow up on the wound noted today next week.

6. Social. Answered questions from both daughter and nephew and they were very pleased with the care that she is receiving today and with my role in her care.
CPT 99345 and direct POA contact an hour
Linda Lucio, M.D.
This report has been transcribed but not proofread to expedite communication
